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N 801 1200-8-6-.09(1) Life Safety N 901
(1) Any nursing home which compiies with the S G100
required applicable building and fire safety Elwm ll{;reai:?tyﬂucmw ent light q i
regulations at the time the board adopts new ﬁ’ tre April 29,9010,
| codes or regulations will, 5o long as such 5 All rl;siden‘ts haw; the potential
compliance i maintained {either with or without ‘t-o be afected by This Seﬁcient
waivers of specific provisions), be considered to practice y
g:‘;,nc?égg Ignée :{g{: ;:: requirements of the 3. The Environmentat Services
9 . Manager was in-serviced by the
Administeator on Aprit 29, 2010.
4. The Administrator and the
. ; . ] Quality lmprovement Comimittee
| This Rule is not met as evidenced by: (Administrator,  Director  of
Nursing, Assistant Director of
Nursing, MDS Cootdinator, Social
Based on observation during the survey, it was ﬁmcc’l Ac“"i::[ws ) ?\:Ire;.mr [
determined, the faciity failed to maintain the werdpy | Vanager, il Semvice
electrical system as required. Tennessee Dircelor, Enviroumental Services
: Department Of Health (TDOH) 1200-8-6-09(1); Manager and Dietary Manager)
National Fire Protection Association (NFPA) 70, °"m':." this process to ensure
110-12; 70, 110-13(a). compliance.
The findings Included:
On 4/26/10 at 3:50 PM observation within the
dietary area revealed the fluorescent light fixture
was loose from the ceiling
The deficiency was verified by the Maintenance
Director and later acknowledged by the
Administrator during the exit interview on 4/26/10.
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